of manual inspection. Finally, because of transparent nature of the manufacturing defect, it was not readily identifiable.
The principal cause for desaturation in the case was obstruction of endotracheal tube with a consequent increase in airway resistance. The total work of breathing in patient on spontaneous ventilation consists of the patient's own physiologic work of breathing and additional work in overcoming the resistance offered by the breathing circuit and ETT. This additional work of breathing is mainly determined by the inner diameter of the breathing circuit, and the ETT (the narrowest of all the tubings) creates the most significant resistance to air flow. ETT resistance to airflow depends, besides on tube length and curvature, primarily on its diameter. Poiseuille's equation for resistance during laminar flow (Ra (η.L)/r4) states that resistance is inversely proportional to radius to the 4 th power. Therefore, small changes in radius have a 16-fold effect on resistance. Thus, the manufacturing defect, though small, by narrowing ETT lumen has added to work of breathing.
The above case emphasises on careful exclusion of manufacturing defect in ETT and not just a casual look at the patency of ETT lumen even in emergency situations. Furthermore, though accidental extubation was a fortunate event in the current case, it may not be a welcome event during routine practice, and all measures must be excised to prevent it.
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Syringe label: A potential source of dosage error
Sir,
As anaesthesiologists we use a number of drugs every day. Drug labelling is a daily routine for us and errors in drug labelling could prove fatal. The Institute of Medicine report states that almost 44,000-98,000 patients die due to medical errors of which most are medication related. [1] A review of 896 case reports from the Australian Incident Monitoring Database collected between the year 1988 and December 2001 showed that 452 (50.4%) incidents are due to syringe and drug preparation errors. [2] Drug administration from pre-loaded syringes are supposed to increase safety. There are standards determined for drug labelling during anaesthetic practice by ISO 26825. [3] Pre-printed labels designed according to the guidelines can ensure better safety. Pre-filled syringes and bar code labels have found to reduce the incidence of errors by 41% and 58%, respectively. [4] However, the standards are not usually followed and hand written labels are a common occurrence. Drug labelling varies with different institutes. Drugs are loaded in syringes according to the dosing requirements. These dosages can vary from micrograms per cc to milligrams per cc They are not always mentioned clearly. Some labels have percentages, some have ratios and some others are written in milligram/microgram per cc [ Figure 1 ]. Of these methods, milligram/microgram per cc is the most clear. Labelling in ratios may lead to confusion Indian Journal of Anaesthesia | Vol. 58 | Issue 4 | Jul-Aug 2014 Every institute has its own practice and the residents there are familiar with it. Confusion arises when a resident from one institute joins another institute where the labelling practices are different. This may lead to delay in drug administration in an emergency situation or administration of a wrong dosage and could prove dangerous. Drugs with narrow therapeutic index should be labelled in appropriate form, for even minor dosage errors in administering these drugs can be disastrous. Drug errors could result in patient death, increased hospital length of stay, health costs and increased morbidity. As previously mentioned, it is of utmost importance that errors due to wrong administration should be prevented. To achieve the same, it is prudent to follow a definite protocol for drug labelling. The best method would be to use pre-printed labels, which are designed according to the ISO 26825 guidelines for drug labels during anaesthetic practice. As it is not always possible to obtain the best in a country like ours where cost constraints are high, it is important that at least a clear labelling technique, which would minimise confusion and errors, should be followed uniformly. The reason behind this communication is that, this is an area where a minor modification could prevent a major mishap.
